Donors are trusted to answer a range of questions, including whether they have recently had a tattoo, travelled from a region of high HIV prevalence, or had sex with someone known to have HIV. They are also asked, "Are you a man who has ever had oral or anal sex, whether or not a condom was used, with another man [hereafter MSM]?" Answering "yes" to these questions currently results in a six month, 12 month, or lifetime deferral.
Permanent deferral of MSM is controversial, and the government has just announced a change to 12 month deferment. Notwithstanding this important change, the donor health check will probably continue to function as before.
The blood service presents the questionnaire as gauging donor behaviour, but its principal function is to sort people into groups with epidemiologically defined risk profiles. The questionnaire elides relevant sexual practices: it is not the "lifestyle" of the donor but rather the donor's contextual association with an aggregate high or low risk profile that determines whether or not his or her blood is accepted.
A recent report from the US Department of Health and Human Services identified this approach of using generalised risk profiles as "suboptimal" because it prevents donations from MSM at low risk while permitting donations from heterosexual people at high risk (www.hhs.gov/ophs/bloodsafety/ advisorycommittee/recommendations/06112010_ recommendations.pdf).
We concur, and suggest that the 12 month deferral of MSM (effectively still a lifetime deferral for sexually active MSM) does little to tackle over-reliance on the logic of risk group profiles. To illustrate, compare the deferment periods for three subsections of the UK population with different HIV rates, as given by the Health Protection Agency-MSM (5.3%), black African people (3.7%), and the general heterosexual population (0.09%).
Although deferment for MSM and black African people is now ostensibly the same, MSM must be abstinent for 12 months, whereas African migrants who have been resident for 12 months can be sexually active as long as their partners have been similarly resident.
This continued asymmetry in deferral is explained by the role played by context, rather than specific practice, in the way risk is calculated. For MSM, risk is imagined as endemic and proximate, with 82% of HIV transmissions estimated to occur within the UK and most assumed to be recent. Because MSM draw partners from within a population category of high prevalence, they are calculated as always at disproportionate risk-regardless of their practice.
The long standing calculation that a 12 month deferral is sufficient to avoid donations during the "window period" in African migrants is not based on any effect that assimilation This is not a call for more subtle epidemiological profiling but rather an attempt to highlight the limits of using population based epidemiological categories as the primary means to determine donor selection. Risk profiles are a function of mapping of surveillance data, not an accurate description of actual sexual practice or the risk presented by an individual donor. Subsuming most donors within the aggregate heterosexual "low risk group" fails Titmuss's concern about encouraging maximum truthfulness and drives a wedge between blood collection and sexual health education.
If the National Blood Service is to do all it can to ensure the safety of blood it must develop a more rigorous predonation questionnaire that focuses on actual practices. Such a change of emphasis presents challenges but because donors are also potential recipients, they should understand the need to focus on practices directly related to risk.
